T
he training of aspiring specialists in coloproctology in the UK is overseen by the Specialist Advisory Committee in General Surgery. Training within the auspices of 'general surgery' ensures that those approaching the end of training are not only able to be appointed as specialist colorectal surgeons but also fulfil the needs of the emergency general surgery rota at consultant level. Since the introduction of the European Working Time Directive (EWTD) in 1998, those approaching Certificate of Completion of Training (CCT) level can expect to have accumulated 30-35% fewer training hours than their predecessors.
1
It is well known that exposure in terms of time alone does not tell the whole story and competency-based training schemes have been trialled with good effect in orthopaedic surgery.
2 However, the ever-accelerating pace of technological developments within specialist surgical practice -paired with the increasing expectations of society in terms of outcomes -places further strain on trainees to gain overall competence within a finite length of training. Concerns exist within both trainee and consultant bodies regarding the ability of the current general surgical training system to equip new consultants with adequate skills to practise independently in coloproctology upon first appointment.
There is currently a drive within UK postgraduate training towards more generalist This article summarises the outcome of these discussions and identifies areas for future development, both within and following official training schemes to improve outcomes within colorectal surgery.
MeThODs
The congress of the Association of Coloproctology of Great Britain and Ireland (ACPGBI) was held in Edinburgh on 4-6 July 2016. During this meeting, the Dukes' Club held a parallel session, open to all delegates, with the aim of gauging current opinion on three 'hot topics' in colorectal surgical training. Discussions took place in small groups with facilitation by Dukes' Club committee members and consultant attendees. The debates at each table were audio-recorded and transcribed for qualitative analysis. Quantitative analysis of consensus at the end of each session was collated via closed Twitter® polls.
The Dukes' Club is the official representative body for surgeons in training within the UK who have expressed an interest in coloproctology as a career.
ResULTs
The session was attended by 38 trainees and 7 consultants. Each topic was discussed for 15 minutes, with 5 minutes for Twitter polling.
Topic 1: A post-CCT fellowship is a prerequisite for gaining a consultant post in coloproctology For: Consistent sentiment was offered across the groups that there were significant benefits to both the fellow and the appointing unit for the applicant to undergo post-CCT fellowship training. The main reasons offered for this opinion were the benefits of bringing in new skills and ways of approaching practice or differences in ethos from outside the appointing trust or deanery, which would offer a broadened view on clinical practice. It was felt that the most suitable areas for post-CCT fellowship experience were in super-specialist areas within colorectal surgery, such as management of early rectal cancer or inflammatory bowel disease management. It was also felt that it was an opportunity to fill gaps in training that had been deficient during pre-CCT training.
Those who had previously undergone a post-CCT fellowship were keen to focus on the non-technical positive aspects of undergoing a fellowship, including the development of a greater degree of independence prior to full consultant practice. They also thought that the presence of a post-CCT fellowship added a collaborative, less insular element to their curriculum vitae, which makes an applicant more marketable outside their deanery of pre-CCT training. Further positive impressions of a fellowship referenced the benefits of a year of 'breathing space' between training and consultant practice, as a consultant career is long and there is no need to 'rush in' as soon as a CCT is gained. This can enable the fellow to gain perspective on likely areas of future practice and potentially lead to a wiser career choice, with less 'burn-out' .
Against: Although a post-CCT fellowship can fill in gaps in a formal training programme, it was generally thought that this reflected deficiencies in training programmes themselves and that a pre-CCT training programme should provide all of the necessary technical and non-technical skills to become a consultant. There was also concern that there was a wide variety in what is classified as a 'fellowship' -ranging from a well-structured and highly targeted period of training within a recognised training unit to a pure service job with poor supervision and limited benefits to the CCT-holder.
There was a feeling among the consultant body represented in the discussions that although a specialist fellowship could be very attractive for appointment into a super-specialist area, there is no requirement for it in standard colorectal practice because a new consultant providing the appointment is within a functional unit with good peer support. The prevalence of fellowships was largely thought to be contributed to by the phenomenon of 'grade inflation' , and did not often bring tangible skills to the fellow or potential appointing trusts.
Twitter poll result -57% Yes, 43% No conclusions from discussions
It was clear from discussions that there is a strong desire among trainees to become specialists in coloproctology, with a commensurate desire to be as competitive as possible for specialist appointments at CCT. This has led to an expansion in those completing a post-CCT fellowship. In the best circumstances, this enables trainees to gain specific competencies in niche subspecialist areas to improve their ability to be appointed in major centres. However, there is also a perception that they are pursued partly because of perceived deficiencies in pre-CCT specialist training and partly because of grade inflation. The desire to subspecialise was compounded by the feeling that an emergency general surgical post was in some way a second-class appointment and to be avoided, as the promise that it would evolve into a colorectal subspecialist position was unlikely to ever come to fruition. It was, however, felt that emergency general surgery should be declared a subspecialty in its own right, and may have a lot to offer as a surgical career. Emergency general surgery could be made more attractive with careful job planning, such as the incorporation of appropriate teaching and research opportunities, and could provide a varied case-mix and include clinical, operative and endoscopic work.
In regard to emergency colonic resections, the majority feeling was that any CCT-holder in general surgery should be able to safely complete a colonic resection but that greater involvement in decision-making by coloproctologists would be beneficial in optimising patient outcomes.
DIscUssION
Although the findings of these discussions are interesting, we are mindful that this discussion took place between Dukes' Club members at the ACPGBI conference and thus may not reflect the views of surgical trainees in general. However, accepting this, the findings are highly relevant to the future of colorectal practice in the UK.
The benefits available to CCT-holders of a fellowship are variable and currently not standardised. There is, however, current work being performed by The Royal College of Surgeons of England (RCS) to ensure quality assurance in these posts. The RCS Senior Clinical Fellowship Scheme 6 hopes to ensure that those CCT-holders entering into a fellowship can expect to gain tangible skills in a predefined specialty area, which will therefore be more quantifiable for
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Topic 2: An emergency general surgery consultant post is a stepping stone to a consultant post in coloproctology
For: There is a significant body of evidence to suggest that volume in surgical practice leads to improved patient outcomes. It was also stated that the majority of major emergency general surgery pathologies requiring laparotomy are colorectal in origin. It would therefore make sense that a CCT-holder with a colorectal interest might be better equipped to support the emergency service than other subspecialists. It was also noted by the more senior members of the discussion that there is much more to colorectal practice than elective colorectal cancer resection and that appropriate management of complex colonic disease in the emergency setting is more difficult and potentially more satisfying. It was also proposed that a year or two with a significant emergency component alongside elective colorectal practice could be a bridge to a full-time colorectal post, but this would have to be 'written in stone'.
Against:
The virtually unanimous sentiment within this discussion was that the acceptance of an emergency general surgery post was unlikely to result in appointment to a colorectal post in the future. The perception of emergency general surgical consultant posts among trainees is almost universally poor, with a strongly held belief that these posts are essentially a 'subconsultant' post, resulting in a 'two-tier' consultant grade. This is compounded by the feeling among trainees that consultant posts are hard to come by and it may well be difficult to turn down such a post if there is some 'promise' of eventual specialist practice. No one could report a case where they knew that this transition had occurred.
There were significant concerns raised that any period away from regular specialist colorectal practice would significantly deskill the emergency general surgical consultant with specialist colorectal skills (in particular, pelvic dissection), making it difficult to complete a future transition back into specialist practice. There were also clinical governance issues raised in terms of completing sufficient colorectal cancer resections to prevent them becoming 'outliers' in their hospital trust's outcomes-reporting data.
Positive aspects of emergency general surgical practice were discussed and it was recognised that great benefit can be achieved for patients by a dedicated consultant taking ownership of the emergency service. However, it was overwhelmingly felt that for this to be successful, emergency surgery should be a subspecialty in its own right rather than a precursor to colorectal specialty practice.
Twitter poll result -4% Yes, 96% No prospective employers and will reassure trainees that their time will be productive. This scheme is eagerly expected by trainees and should contribute to improving CCT training in subspecialist areas. It is hoped that the emphasis of these 'approved' fellowships will be upon centralised, For: It is clear that although all CCT-holders achieve an equivalent level of competence in general surgery, there will have inevitably been a preponderance towards a subspecialty area within training. The breadth of skills available to a dedicated colorectal CCT-holder will therefore favour colorectal resections. This is reflected in the anecdotal expressions during the discussion that colorectal trainees are more likely to perform more complex elective and emergency resections than non-colorectal trainees, owing to their interest and the supervising consultants feeling that they are more suited to the case. As a result of this difference in exposure, it was considered likely that there would be a lower rate of stoma formation in emergency resections performed by colorectal surgeons. Even oncological outcomes were likely to be better, which is consistent with published evidence. It was also felt relevant that the converse situation be considered. How many colorectal surgeons would be comfortable performing an emergency gastrectomy for a perforated cancer? The suggestion was very few! Beyond training or surgical decision-making, there are potentially significant governance issues connected to cancer resections performed in the emergency setting. For instance, is it acceptable for a non-colorectal consultant to perform only a handful of colonic cancer resections per year? Should all consultants not be beholden to the current UK recommendation that a minimum of 20 colorectal cancer resections be performed per year and that the consultant should regularly attend a specialist multidisciplinary team?
4 Against: As previously stated, all CCT-holders gain their competence in 'general surgery'. Part of attaining this is the ability to manage the acute take, including the surgical management of acute general surgical pathology. It was felt that it should be within the skillset of any general surgeon to perform a segmental colectomy and that when difficult decisions regarding a specific colorectal problem requires specialist input, 'phoning a friend' is perfectly acceptable. The importance should be placed upon 'decisions not incisions'; the act of removing a colon can be performed competently by any CCT-holder but certain decisions regarding the management of complex conditions may be better made from a subspecialist standpoint. 5 There were multiple descriptions of instances when a 'leave it until the morning' attitude was taken;
that is, to postpone surgery until a consultant colorectal surgeon was oncall and could perform the necessary colorectal procedure. This is of questionable benefit in some instances where immediate clinical indications for surgery are potentially overlooked in favour of the procedure being performed by the 'correct' surgical specialty.
It is also important to consider the service provision implications of proposing pure colorectal cover for all relevant emergencies. This would require either significant service reconfiguration to allow the current workforce to cover multiple sites or for a large expansion in colorectal consultant numbers. This could be desirable for trainees but, without a commensurate increase in elective caseload to match the emergency requirements, the job plans are unlikely to be attractive.
The need for emergency rectal resection was considered to be minimal -limited to cases of torrential bleeding or perforations at the peritoneal reflection. This was therefore not considered an important factor when deciding upon levels of emergency cover for emergency bowel resection.
Twitter poll result -39% Yes, 61% No the product of such a programme will be, at what level they will be able to practice and how this will prepare a future surgeon for independent colorectal practise -a fact that is of concern to surgeons in training.
14
The issue of emergency colonic resection is controversial and provocative. The current governance structures surrounding elective oncological resection in the UK are well established and rigid. Publication of surgeon and departmental outcomes has placed a focus upon uniformity in practice. This oversight has not currently been extended to emergency practice in the same way. Although laparotomy related mortality rates are published, oncological outcomes from emergency resections are not and a significant deficit of information exists in this regard. Performance of sufficient volumes of resections, attendance at cancer-specific multidisciplinary team meetings, and regular morbidity and mortality reviews are cornerstones of elective practice but there are a number of patients who undergo emergency resection without going through this process -for instance, if perforation is the presenting complaint. 15 There is also evidence that non-colorectal surgeons performing emergency colonic resections have poorer outcomes in some settings in terms of creation of stomas, 16 but also relating to morbidity, mortality and anastomotic leak. 17 This difference may well become compounded if training is shortened or exposure to specialty skills is reduced in favour of 'generalism'.
